Background: Hepatitis C virus (HCV) is a common and highly morbid illness. New medications that have much higher cure rates have become the new evidence-based practice in the field. Understanding the implementation of these new medications nationally provides an opportunity to advance the understanding of the role of implementation strategies in clinical outcomes on a large scale. The Expert Recommendations for Implementing Change (ERIC) study defined discrete implementation strategies and clustered these strategies into groups. The present evaluation assessed the use of these strategies and clusters in the context of HCV treatment across the US Department of Veterans Affairs (VA), Veterans Health Administration, the largest provider of HCV care nationally. Methods: A 73-item survey was developed and sent to all VA sites treating HCV via electronic survey, to assess whether or not a site used each ERIC-defined implementation strategy related to employing the new HCV medication in 2014. VA national data regarding the number of Veterans starting on the new HCV medications at each site were collected. The associations between treatment starts and number and type of implementation strategies were assessed. Results: A total of 80 (62%) sites responded. Respondents endorsed an average of 25 ± 14 strategies. The number of treatment starts was positively correlated with the total number of strategies endorsed (r = 0.43, p < 0.001). Quartile of treatment starts was significantly associated with the number of strategies endorsed (p < 0.01), with the top quartile endorsing a median of 33 strategies, compared to 15 strategies in the lowest quartile. There were significant differences in the types of strategies endorsed by sites in the highest and lowest quartiles of treatment starts. Four of the 10 top strategies for sites in the top quartile had significant correlations with treatment starts compared to only 1 of the 10 top strategies in the bottom quartile sites. Overall, only 3 of the top 15 most frequently used strategies were associated with treatment. Conclusions: These results suggest that sites that used a greater number of implementation strategies were able to deliver more evidence-based treatment in HCV. The current assessment also demonstrates the feasibility of electronic self-reporting to evaluate ERIC strategies on a large scale. These results provide initial evidence for the clinical relevance of the ERIC strategies in a real-world implementation setting on a large scale. This is an initial step in identifying which strategies are associated with the uptake of evidence-based practices in nationwide healthcare systems.
Background
A great deal of research now clearly shows that moving effective programs and practices into routine care settings requires the skillful use of implementation strategies, defined as "methods or techniques used to enhance the adoption, implementation, and sustainability of a clinical program or practice" [1] . Implementation strategies can vary widely and their labels can also vary. In order to generate a common nomenclature for implementation strategies and facilitate standardization of research methods in implementation science, the Expert Recommendations for Implementing Change (ERIC) study [2] engaged experts in modified-Delphi and concept mapping exercises to (1) refine a compilation of implementation strategies and (2) develop conceptually distinct categories of implementation strategies. This led to a compilation of 73 discrete implementation strategies (e.g., access new funding, audit and provide feedback, facilitation) [3] , which were further organized into nine clusters [3] . These clusters include changing infrastructure, utilizing financial strategies, supporting clinicians, providing interactive assistance, training and educating stakeholders, adapting and tailoring to the context, developing stakeholder interrelationships, using evaluative and iterative strategies, and engaging consumers. This study is the first attempt to empirically determine whether these strategies and clusters of strategies are associated with the uptake of evidencebased practices (EBP) within the US Department of Veterans Affairs (VA), Veterans Health Administration (VHA).
Hepatitis C virus (HCV) infection is a leading cause of cirrhosis and liver cancer [4] in the USA and in VA. VA is the single largest provider of HCV care in the USA with approximately 174,000 Veterans who were potentially eligible for treatment in 2015 [5] . In the past, HCV treatment required interferon-based therapies, which involved long courses of injections and had numerous side effects and contraindications. These barriers resulted in only 23% of Veterans with HCV ever receiving treatment with these regimens [6] . Starting in December 2013, the first interferon-free drug combinations, Direct Acting Antivirals (DAAs), with substantially fewer side effects, shorter treatment course, and a higher cure rate, were FDA approved for specific genotypes of HCV. By October 2014 or the start of fiscal year (FY) 2015, interferon-free combinations were available for all genotypes of HCV, making them the new evidence-based practice for treating HCV [7] [8] [9] [10] [11] [12] [13] . However, these innovative treatments and their high costs posed a significant challenge to VA, requiring the healthcare system to adjust policies, resource availability, and staffing [6] .
Reaching and treating Veterans infected with HCV required significant restructuring to more rapidly deliver medications, expand the reach of treatment to Veterans who were previously ineligible, and bring Veterans into care who were not previously engaged in care. In order to accomplish these goals and facilitate the uptake of the EBP, VA developed a novel program, the Hepatitis C Innovation Team Collaborative (HIT). In FY 2015, all 21 regional administrative centers, or Veterans Integrated Service Networks (VISNs), were directed to form multidisciplinary teams. Team members represented multiple sites (e.g., medical centers and outpatient clinics) within their region. Teams were both financially and organizationally supported to develop strategies, utilizing Lean principles of quality improvement [14] , to increase treatment rates and improve access to and quality of HCV care. The engagement of local providers in the Collaborative varied by site, and despite the centralized support of providers, local providers were free to select implementation strategies. The focus of this assessment was on understanding which strategies were chosen and the impact of these strategies on treatment outcomes.
The availability of interferon-free HCV treatments on the national VA pharmacy formulary, sufficient funding to provide broad access to these medications, and local flexibility to choose implementation strategies across the VHA represented a unique laboratory in which to understand how a variety of implementation strategies affected the uptake of a highly evidence-based innovation. We hypothesized that the number of implementation strategies endorsed would be associated with increased uptake of the innovation (i.e., increased starts of interferon-free medications).
Methods

Overview
We assessed the uptake of strategies as defined by the ERIC project [2] . To develop the implementation assessment, the original 73 ERIC strategy descriptions were tailored to interferon-free treatment in VA and the strategies were organized by cluster. The survey was iteratively vetted by HIT leader stakeholders, five HCV treatment providers, and a psychometrician for readability and understandability. Care was taken to ensure fidelity to the original, previously defined strategies. Table 1 shows the questions in order of presentation organized by cluster. The survey asked about strategies used in fiscal year 2015 (FY15) to increase interferon-free HCV treatment at their VA medical center (VAMC). For each strategy, participants were asked, "Did you use X strategy to promote HCV care in your center?" The questions were anchored to FY15 so they could be linked to treatment data over the same time period. The Pittsburgh VA IRB determined that the initiative was exempt under a provision applying to quality improvement. This assessment was approved as a quality improvement project by the VA's HIV, Hepatitis and Related Conditions Programs in the Office of Specialty Care Services as a part of the HIT Collaborative evaluation. All participation was completely voluntary. In FY15 did your center employ any of these evaluative and iterative strategies to promote HCV care in your center?
(3)
59 Assess for readiness and identify barriers and facilitators to change (e.g., administer the organizational readiness to change survey) 
Participation sites and recruitment
The HIT Collaborative provided the contact information for VA HCV providers and HIT members representing all 130 individual VA sites. The sites, for the purpose of this assessment, were defined as all VA medical "stations" as classified by Population Health Services of the VA. These stations include a larger medical center, and some of these stations have smaller satellite sites. All sites within a station would be included in the measures of treatment starts for the station. However, most of the treatment starts are coordinated by and occur in the larger medical center within these stations. This assessment included all stations, herein deemed "sites," regardless of participation in the HIT Collaborative. Respondents were surveyed via an email link to an online survey portal. A modified Dillman approach [15] was used to promote high response, with two mass emails and one individual email to reach potential participants. In order to maximize survey completion rates, the recruitment email was cosigned by the HIT Collaborative Leadership team. Additionally, the Leadership Team provided coordinated communication with HIT members on regularly scheduled calls so that providers were aware of the assessment and its purpose. At sites with multiple respondents, we assessed interrater reliability but ultimately retained one respondent per site. The retention of one respondent was based on the "key informant" technique, [16] in part to reduce bias of increased reporting from the sites with duplicate responses. If an HCV lead clinician, designated by the VAMC, was available and responded, their answer was retained; otherwise, if there were multiple respondents, they were prioritized by who would know the most about HCV treatment in the following order (established a priori): physician, pharmacist, advanced practice provider (nurse practitioner or physician assistant), other provider, and system redesign staff.
Measures and data collection
The primary outcome of interest was the number of Veterans started on the new interferon-free medications for HCV during FY15 from each VAMC (deemed "treatment starts"), which was obtained from VA's population health intranet database [5] . A secondary outcome was the proportion of viremic patients so treated, assessed by dividing the number of patients started on the medications by the number of Veterans with known active HCV infection in need of treatment at each site. VA uses a Clinical Case Registry to validate HCV cases at each site, and the numbers are reported nationally. A local coordinator is sent the results of patients who are found to be HCV positive and the coordinator at that site determines whether the patient truly has HCV. Veterans are considered to be viremic if they have a positive viral load on their most recent testing, are alive at the end of the year of interest, and have been validated as HCV positive through the CCR. In order to be a part of a site's patient load, they had to be considered "in care," meaning that they needed to have had an encounter or medication fill within the prior 365 days at that medical facility. Descriptive statistics were used to describe the frequency of strategy and cluster endorsement and the association between strategy use and medication starts. Data were analyzed as follows: (1) the total number of strategies and (2) the number of strategies within a cluster. As described in Waltz et al. [17] , strategies were grouped into quadrants via combinations of importance (i.e., how vital a strategy was rated to be in improving implementation, grouped into low and high categories) and feasibility (i.e., how possible a certain strategy is to do, also grouped in to low and high categories). Using the definitions per Waltz et al., these quadrants included high feasibility/high importance strategies (quadrant 1), low importance/high feasibility (quadrant 2), low importance/low feasibility (quadrant 3), and high importance/low feasibility (quadrant 4) [3] . A key covariate used in the analyses is "site complexity." Site complexity in VA was assessed using ratings from the VHA Facility Complexity Model. First created in 1989 and regularly updated [18] , the ratings combine site level of care acuity, services available, research dollars, and patients served. The ratings include standardized classifications into levels 1a, 1b, 1c, 2, and 3, in decreasing levels of complexity. Thus, level 1a facilities have high volume, high-risk patients, the most complex clinical programs, and largest teaching and research programs, and level 3 programs have low volume, low-risk patients, few or no complex clinical programs, and small or no research or teaching programs [18] . We had conducted a prior survey of the programs treating HCV, asking respondents to self-report the number of providers treating HCV at each VA site. These data were added to the dataset in order to determine whether staffing related to treatment starts and the proportion of viremic patients treated.
Data analysis
All analyses were conducted using the R statistical package. Non-parametric statistical tests were used to assess the associations between dependent and independent variables including Wilcoxon rank-sum testing for treatment by strategy and Spearman's correlation testing for continuous variables. Interrater reliability was calculated for sites with duplicate responses. We analyzed whether treatment was associated with using high-feasibility or high-importance strategies and also strategies in the "Go-zone" of high feasibility and importance (zone 1). A multivariable linear regression model was made to assess whether treatment starts were associated with implementation strategies, controlling for facility characteristics.
Results
Of 130 unique stations that are engaged in HCV treatment in VA contacted for the assessment, 80 provided responses (62%). These 80 sites were responsible for 68% of national HCV treatment starts in FY15 (n = 20,503).
A total of 133 responses were obtained; 53 were omitted from further analysis (15 opened the survey and did not respond to any questions, 29 were duplicate responses from 19 sites, and 9 did not list an associated VAMC and could not be linked to outcomes). Among responses within 19 duplicate sites, interrater reliability was 0.66. All 21 VA-defined regions of the country (VISNs, as defined in FY15) were represented. Table 2 illustrates respondent characteristics and shows that respondents were predominantly from specialty services of gastroenterology/hepatology or infectious disease. Pharmacists made up the largest group of respondents. There were no significant associations between participant characteristics and treatment starts or number of strategies used. The majority of sites represented were complexity level 1 (Table 2 ). In addition to standard complexity scoring, we analyzed the number of providers treating HCV during the FY of interest from a prior assessment. These data were available for 49 of the sites (61%). The median number of providers treating HCV in these sites was 5 (3,7), including physicians, advanced practitioners, pharmacists, and nurses. Among responding sites, the median number of treatment starts was 197 (IQR = 124, 312). The median number of Veterans potentially eligible for treatment at the start of FY15 at these sites was 1149 (IQR = 636, 1744). The proportion of viremic patients treated ranged from 6 to 47%, with a mean (SD) of 20 ± 8%. The sites that did not respond had a median number of treatment starts of 142 (IQR = 88, 296), which was not significantly different from responding sites (p = 0.07). The median number of Veterans potentially eligible for treatment at the start of FY15 at these non-responding sites was 874 (IQR = 494, 1716), which was not significantly different than responding sites (p = 0.43). The proportion of viremic patients treated ranged from <1-46%, with a mean of 17 ± 10%, which was not statistically different than responding sites (p = 0.15). Table 1 shows the strategies in order of presentation on the survey with the questions as they were asked. Sites endorsed between 1 and 59 strategies, with an average of 25 ± 14. Quartile of treatment starts was significantly associated with the number of strategies endorsed (p < 0.01), with the top quartile endorsing a median of 33 strategies, compared to 15 strategies in the lowest quartile. Table 1 shows the frequency of the strategy endorsement, and the association between strategies and treatment starts. The most frequently used strategies included data warehousing techniques, (e.g., using a dashboard; 85%), and intervening with patients to promote uptake and adherence to HCV treatment (71%).
A total of 28 of the 73 specific strategies were associated with treatment starts (Table 1, in bold). Associations between treatment starts and strategies were assessed with correlation coefficients and Wilcoxon rank-sum tests in order to assess for stability of results. Notably, the strategies that were significant were consistent regardless of the type of statistical test applied. Sites using at least 15 of these significant strategies (n = 20) had increased median treatment starts (320 vs. 177, p < 0.001). There was a moderate, positive correlation between overall total number of strategies and treatment starts, which was statistically significant (r = 0.43, p < 0.001). The strategies most correlated with medication initiations were "conduct local consensus discussions" (0.42, p < 0.001), "engage in efforts to prepare patients to be active participants in HCV care" (0.39, p < 0.001), "facilitate the formation of groups of providers and [foster] a collaborative learning environment" (0.38, p = 0.001), "use a centralized system to deliver facilitation" (0.38, p = 0.001), "have someone from inside the clinic or center (often called local technical assistance) tasked with assisting the clinic" (0.38, p = 0.001), "revise professional roles" (0.36, p = 0.053), "conduct local consensus discussions" (0.36, p = 0.002), "change physical structure and equipment" (0.36, p = 0.002), and "change location of clinical service sites" (0.36, p = 0.001). The strategies were from different clusters, though there were two strategies each from the interactive assistance and infrastructure change clusters.
In order to assess the impact of strategies on treatment starts while accounting for facility characteristics, a multivariable model was made assessing whether the number of strategies used remained associated with treatment while controlling for facility complexity. In this regression model, facility complexity and number of strategies were both significantly associated with treatment starts. The adjusted R 2 for the model was 30%. The individual strategies were assessed by cluster to determine the relationships between clusters of strategies and treatment starts. Figure 1 shows the frequency with which strategies were endorsed by cluster. Table 3 shows that the number of strategies used within a cluster was also significantly associated with treatment starts for each individual cluster. The clusters with the highest proportion of significant strategies were "provide interactive assistance" (75% of strategies significantly associated with treatment) and "develop stakeholder interrelationships" (64% of strategies significantly associated with treatment) and those with the least were "tailor to the context" and "financial strategies." None of the individual financial strategies or tailoring strategies were associated with treatment starts. Otherwise, there was at least one strategy significantly correlated with number of treatment starts in every cluster (Table 1) . Figure 1 graphically depicts the density of endorsement across clusters. Notably, the most commonly used strategies were not those most strongly associated with treatment starts. While "providing interactive assistance" was the most strongly associated with treatment, this was among the least-endorsed clusters. Conversely, "adapting and tailoring to the context" was among the most highly and densely endorsed clusters but there were no strategies within this cluster associated with treatment.
Waltz et al. grouped strategies into quadrants by perceived feasibility (low/high) and importance (low/high), and a composite score [17] . Table 4 demonstrates how strategies in these quadrants were used by respondents. Multiple strategies were applied from each quadrant indicating that perceived low feasibility, as defined in the ERIC project, was not a barrier to reported uptake of strategies. Treatment starts were associated with the number of strategies in all quadrants. The number of both "high feasibility" and "high importance" strategies endorsed by sites were associated with number of treatment starts (r = 0.37, p < 0.001 and r = 0.39, p < 0.001, respectively). However, having a higher proportion of strategies from the "high importance" or "high feasibility" groups was not associated with higher treatment rates. In fact, the raw correlation coefficients were higher between treatment starts and the low feasibility quadrants' association with treatment starts than for the high feasibility quadrants. Table 5 illustrates the strategies that were most commonly endorsed among sites in the high and low quartiles of treatment starts. Five of the strategies were shared between the groups (denoted in red in the table), and five were distinct between the groups of sites. There were differences in the strategies used by high and low quartile sites: low quartile sites were more likely to endorse "mandating change" and "changing the record system" while high quartile sites were more likely to "change equipment and physical structures" as well as to "facilitate relay of clinical data to providers."
In addition to assessing treatment starts, the proportion of viremic patients treated was assessed. This measure was not significantly associated with use of any particular strategy or cluster, number of strategies used overall, or with facility complexity or number of providers. Figure 2 illustrates graphically that there was no dropoff in participation as the assessment progressed, by illustrating the responses by number of strategies endorsed and by order of the assessment. Participants endorsed as many items at the end of the survey as at the start of the survey, including participants who endorsed <5 items. This suggests that there was not a bias towards selecting items earlier in the assessment. This figure also graphically illustrates the density of endorsement by strategy and cluster.
Discussion
Implementation strategies that VA medical centers used to promote HCV treatment with interferon-free medications were assessed based on the nomenclature developed in the ERIC study. Specifically, we explored whether the ERIC strategies and clusters of strategies were associated with implementation of an innovative evidence-based practice, in this case the use of interferon-free medications for HCV. The use of interferon-free medications for HCV is highly evidencebased, is uniformly and simply applied, widely implemented, and easily documented and extractable from the medical record in a reliable fashion. This makes the use of interferon-free medications for HCV an ideal case in which to understand how implementation strategies function in a real-world context on a large scale. The presented data suggest that the ERIC strategies are empirically related to the use of interferon-free medications in a large, nationwide, scale-up effort to increase the uptake of this evidence-based practice. These data support the hypothesis that the use of more strategies is associated with increased use of interferon-free medications for HCV.
However, the most commonly used strategies and clusters of strategies were not those associated with the highest number of treatment starts. Only 3 of the topendorsed 15 strategies were correlated with treatment starts. These included the following strategies: "revise professional roles," "build on existing high-quality working relationships and networks to promote information sharing and problem solving," and "engage in efforts to prepare patients to be active participants." Whether the 12 non-correlated strategies serve meaningful supportive roles for those strategies that do correlate with treatment starts (i.e., that they may be necessary but not sufficient) is unknown. The clusters with the highest percentage of strategies associated with treatment rates were "providing interactive assistance," "supporting clinicians," and "developing stakeholder interrelationships." The importance of these kinds of interactive and supportive strategies is consistent with the literature on implementation "facilitation," in which outside aid is provided to help sites with a wide range of activities needed to start new initiatives [19] . Overall sites used multiple strategies including those that were previously identified as less feasible by implementation researchers and clinical managers [3] . In fact, the two "low feasibility" quadrants (both high and low importance) had numerically higher correlations with treatment starts than the "high feasibility" quadrants. It is possible that the sites able to conduct more difficult and complex (i.e., less feasible) implementations strategies, including interactive assistance, were able to treat more patients. Additionally, these findings may indicate that feasibility and The data regarding successful strategies are consistent with prior implementation research regarding efficacy of specific strategies. For example, "mandating change" was a strategy often endorsed by the sites in the lowest quartile of treatment and not by the higher treating sites, which is consistent with prior evidence for the minimal effectiveness of top-down mandates in implementing Strategies significantly correlated with treatment starts (see Table 2 ) Fig. 2 Strategies in order of presentation on the survey by participant. This density plot represents strategy endorsements made by each participant in the order in which they were presented in the survey from left to right. Respondents, represented by rows, were sorted by the number of strategies they endorsed with those endorsing the least at the top of the plot and those endorsing the most at the bottom change [20, 21] . Overall, five of the top ten strategies for the top and bottom quartiles were shared by both groups. The sites in the highest quartile of treatment tended to use more interpersonally focused strategies (3 of 5 distinct strategies including "revising professional roles," "preparing champions," and "preparing patients") while only 1 of the 5 distinct strategies in the lowest quartile of treatment was interpersonally focused (e.g., "consultation"). However, there were not specific clusters or quadrants that predicted being in the highest vs. lowest quartile of treatment. None of the strategies within the financial cluster were significantly associated with treatment starts. There are a variety of financial strategies and several are not applicable within VA. For example, sites do not have the flexibility to change billing, provide financial incentives, use capitated payments, or alter patient fees. Sites do have the ability to create new clinic codes, for example, if pharmacists have new clinics, and a few sites endorsed this item. "Accessing new funding" via grants or the HIT program and "responding to proposals" were items that were frequently endorsed by sites. These were not associated with treatment starts, possibly because the financial component provided by the HIT was modest. One financial strategy of note was adding medications to the formulary. VA fiscal and formulary changes are nationally applied. Thus, the HCV medications were placed on the national formulary at the same time for all sites. However, it is notable that the low treating sites were more likely to endorse "placing HCV medications on the formulary" as among their most frequently-used strategies. This is likely a reflection of the lack of other active local strategies being used in these sites. These sites were more likely to attribute the national formulary change to the actions of their site than the sites that were more active in their implementation.
It is possible that an association between the strategies used and treatment starts could be due simply to facility characteristics. For example, larger sites may have more capacity in the form of staffing and resources to engage in treatment. However, this was not found in this sample. The number of staff was not significantly associated with the number of treatment starts. Similarly, the number of providers was not significantly correlated with the number of strategies or the number of significant strategies. More complex medical centers were more likely to choose the strategies that were significantly associated with treatment starts. Future work should focus on the interactions between the types of strategies used and facility complexity.
This assessment was an example of adapting the ERIC strategies to a specific clinical issue. While the survey items maintained fidelity to each of the 73 implementation strategies in ERIC, they were also tailored to HCV with specific examples. The process required vetting the survey with stakeholders to ensure that the examples were relevant and understandable. Presenting complex implementation terms in long lists to stakeholders was found to be feasible with a reasonable response rate in this national sample. The high interrater reliability among participants from sites with multiple respondents suggests that participants are interpreting the strategies consistently within the sites. However, more qualitative work will be required to determine how community stakeholders do or do not distinguish between particular strategies. This general approach of using a structured survey could be used to track strategy use over time in implementation research and practice. Failing to accurately track strategy use limits abilities to explain how and why specific efforts succeed or fail. This type of approach could move implementation science towards a more comprehensive understanding of how various strategies operate across settings and disease states. There is currently a paucity of measures to assess implementation strategy use [22] and this study contributes to the literature by providing one approach to assess strategy use through an online survey.
There were several limitations of this evaluation. Despite the fact that this was a national assessment with high response rates, the total number of respondents was small compared to the number of strategies that were investigated, which limited the power to assess multiple variables in the same models. This was a crosssectional assessment and future assessments will allow us to better understand longitudinal associations of the strategies with treatment rates over time. Over FY15, there were multiple national policy shifts that dramatically and transiently impacted funding for HCV treatment. These changes likely impacted treatment rates, independent of implementation strategy use. However, given that these changes occurred on a national level secular changes would theoretically affect sites uniformly. In this investigation we were unable to assess interactions between policy changes and implementation strategies, though this would be of interest. While these assessments within VA allowed us to examine these implementation strategies in a national system, the external validity in a non-VA system will need to be investigated in future studies. The effects of patient factors, particularly gender, will also need to be assessed, given the predominance of men in the VA system. While we chose a key informant technique, using one respondent per center, and had high interrater reliability where there was more than one respondent, future investigations should assess who and how to sample stakeholders. Additionally, the strategies can be interpreted differently by different stakeholders. For example "placing HCV medications on the formulary" was interpreted as a site-level strategy by some sites and not others, despite the fact that VA has a national formulary. While treatment starts were significantly and moderately correlated with strategies, other factors are likely involved in determining the number of treatment starts. These likely include patient factors and unmeasured site factors. It is also possible that sites employed additional implementation strategies that were not captured by the ERIC taxonomy or that they were not able to recall. Also, sites' endorsements of strategies do not explain how the strategies were used or the extent of reach. While our methods did not allow us to understand the sequencing, intensity, or fidelity to each implementation strategy, the results demonstrate the feasibility of assessing a wide range of strategies nationally and the importance of strategy choice even in the context of a simple and highly evidence-based practice.
While this study is a first step towards understanding the role of strategy selection in clinical outcomes, there are several avenues for future research. Qualitative work could also help in determining the rationale for strategy choices and the perceptions of effectiveness. Future research should also assess the effectiveness of directing sites to specific strategies that have been thoughtfully selected based upon theory, evidence, and stakeholder input. In the past, implementation experts have advocated for systematic methods for selecting strategies based on evidence, theory, and stakeholder input [23] . Additionally an understanding of the cost effectiveness of specific strategies would certainly add to the field.
Conclusions
This study is a first step towards better understanding how specific implementation strategies and clusters of strategies influence the uptake of a highly-evidence based, uniform innovation. The results demonstrate that the number of implementation strategies was associated with a meaningful clinical outcome. These results provide initial evidence for the clinical relevance of the ERIC strategies in a real-world setting on a large scale. 
